Walled-off necrosis (WON) is a delayed local complication of acute pancreatitis. It is usually associated with acute necrotizing pancreatitis. It requires drainage if it is infected, associated with gastric or biliary obstruction or is painful. Asymptomatic WON are usually managed conservatively. Occasionally, WON may spontaneously fistulize into gastrointestinal lumen or may rupture into the peritoneum. We describe the endoscopic demonstration of a case of spontaneous rupture of WON into the stomach and its subsequent uncomplicated resolution. Spontaneous rupture of WON into gastrointestinal tract with uncomplicated resolution is a rare event.
Introduction
The revised Atlanta classification of acute pancreatitis (AP) has distinguished pancreatic pseudocysts from walled-off necrosis (WON). [1] WON is an encapsulated collection of pancreatic or peripancreatic necrosis which has a well-defined wall and usually forms 4 weeks or later after the onset of AP. Spontaneous internal drainage of pseudocyst into gastrointestinal tract (GIT) has been reported in literature and is usually associated with bleeding complications that require immediate surgical or radiological intervention. However, spontaneous rupture of walled-off pancreatic necrosis (WOPN) into GIT is a rare event, and only few case reports have described it. [2, 3] 
Case Report
A 28-year-old male patient presented to us with a single episode of hematemesis. This was accompanied with melena but not with postural symptoms. He was diagnosed as idiopathic acute necrotizing pancreatitis 3 months back and had developed an asymptomatic WON at tail end of pancreas. Ultrasound of abdomen done 3 weeks back had revealed 7 cm WOPN along with splenic vein thrombosis. On presentation, he had pulse rate of 96/min and blood pressure of 110/70 mmHg. His hemoglobin was 9.6 g%. Gastroscopy revealed a dark foreign body firmly adherent to the mucosa of the body of the stomach [ Figure 1 ]. Fresh blood was seen at the base of this foreign body. A part of this foreign body protruding out from the mucosa was carefully removed using dormia basket and it had the appearance of necrotic material. Endoscopic ultrasound (EUS) revealed multiple perigastric collaterals [ 
Discussion
Local complications of AP include acute peripancreatic fluid collection, acute necrotic collection, pseudocyst, and WON. [1, 4] Conservative management is usually advocated in asymptomatic WON while drainage is required in cases of infected WON or when there is refractory abdominal pain, or failure to thrive or gastric or biliary obstruction. [1] EUS is the diagnostic modality of choice for definitive characterization of pancreatic fluid collection and planning management. [5] Morphological features of WON on initial EUS determine the number of endoscopic sessions required for endoscopic drainage, need for direct endoscopic necrosectomy or surgery. [6] EUS has also been used to follow the patients of asymptomatic WON, and it has been shown that the solid component in WON tend to liquefy over time. [7] However, the natural history of untreated WOPN is still not clear, but the majority of them seem to resolve spontaneously.
There are many case reports/series describing spontaneous rupture or fistulization of pseudocysts into adjacent structures such as stomach, duodenum, or colon resulting in either further complications or resolution of the condition. [8] [9] [10] Location of the gastrointestinal fistula in the GIT might predict the outcome. Doberneck had reported closure of fistulas with conservative management in three fourth of duodenal fistula and one-third of jejunal fistula whereas all five colonic fistulas in their series required surgery. [11] Thus, uncomplicated resolution of spontaneous fistulization of pseudocyst or WON is not common. In our case, with the rupture of WON into stomach, there was complete resolution of symptoms.
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